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Abstract
Truancy has been a rising problem in the United States for several decades. Adverse childhood
experiences have also been gaining recognition as a public health concern. The problem to be
addressed in this study was the effect of trauma on truancy on parents whose children had been
referred to the juvenile office. This study was a quantitative study using three self-reported
surveys. The surveys include the Adverse Childhood Experiences survey, posttraumatic stress
survey, and a school attendance survey. The sample was 60 parents of youth who had been
referred to the juvenile office during fall 2021 to spring 2022 school year. This study used
multiple regression and two-way ANOVA to analyze the data. For analysis purposes, the school
attendance data was broken up into three groups: school attendance same time, school attendance
after, and school attendance continue. All regression models showed statistical significance. The
analysis of variance showed statistical significance with adverse childhood experiences,
posttraumatic stress, and school attendance issues at the same time as the traumatic event. Where
applicable, a post hoc Tukey test was run. Trauma and posttraumatic stress were key factors in
school attendance.
Keywords: adverse childhood experiences, trauma, truancy, posttraumatic stress, multiple
regression, two-way ANOVA, post hoc Tukey tests
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Chapter 1: Introduction
According to the United States Department of Education (2019), during the 2015–2016
school year, over 7 million students missed at least 15 days of school. Truancy is the absence of
attending school for unexplained or nonlegitimate reasons (Armfield et al., 2020; Mallet, 2016;
Maynard et al., 2017). Truancy is a status offense, meaning it is unlawful only because of one’s
age. In this current case study state, with some exceptions, a juvenile between the ages of seven
and 17 must be enrolled and regularly attend school. Juvenile diversion programs are used for
first-time nonviolent offenses or status offenses to divert juveniles from the traditional juvenile
justice system while connecting them to services (Loeb et al., 2015; Wylie et al., 2019).
While the reasoning behind a student’s truancy varies, an overwhelming amount of
truancy is due to trauma (Armfield et al., 2020; Crouch et al., 2019; Iachini et al., 2016; Ingul et
al., 2019). Childhood exposure to violence and other traumatic events is gaining recognition as a
major public health challenge due to its negative long-term effects (Branson et al., 2017).
Trauma is when someone experiences a short- or long-term event that affects their ability to cope
with the situation. They internalize the event as traumatic (Iachini et al., 2016; Komada, 2019).
Trauma impacts the body in many ways, including emotions, reasoning, heart rate, and muscle
tension (Crouch et al., 2019; Kuban, 2015; Struck et al., 2021).
Juveniles may cope with trauma in negative ways that increase their likelihood of being
arrested or involved with the justice system due to a lack of emotional understanding and
positive coping strategies (Branson et al., 2017; Kuban, 2015). Around 70% to 90% of juveniles
involved in the juvenile justice system have experienced one or more different types of trauma
(Branson et al., 2017; Komada, 2019; Kowalski, 2019). While the juvenile office is in contact
with many juveniles who have experienced trauma, staff lack the programming and
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understanding to help the student and their family effectively (Kowalski, 2019; McMahon &
Pederson, 2020; van der Put, 2020). Increased reporting, assessments, awareness, training, and
interventions improve the justice system, the juvenile, and the family (Keppens & Spruyt, 2020;
Komada, 2019; Kowalski, 2019). There is a great need for effective juvenile diversion and early
interventions for families and juveniles (Feierman & Ford, 2016). Juveniles and families prefer
these options of juvenile diversion and early interventions (Loeb et al., 2015). Interventions that
address the whole family promote healthy relationships, better communication, and better
conflict resolution skills (Williams, 2019). Including the family as a whole in the process,
juveniles are more willing to accept help and see it as positive (Williams, 2019). Juveniles who
come in contact with the juvenile justice system are more likely to continue justice system
contact as they become adults, especially those who have experienced trauma (Kowalski, 2019;
Loeb et al., 2015).
Truancy affects students and families in one of the top populated counties in the state of
Missouri. Sparkle (pseudonym) County consists of six different public school districts with
around 42,000 students. The 10 public high schools contain close to 13,000 students. In 2019 and
2020, approximately 77 juveniles were referred to the juvenile office for school attendance
issues. This number does not include the referrals to the juvenile office for law violations with
truancy as comorbidity. This study specifically looked at the parents of students referred to the
juvenile office regarding how trauma affected their past attendance.
Statement of the Problem
The problem addressed in this study was the effect of trauma on truancy on parents
whose children had been referred to the juvenile office. Truancy rates have remained consistently
high over the past decade, especially in older youth, despite best efforts over the past two
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decades to reduce truancy (Keppens & Spruyt, 2020; Maynard et al., 2017). Once the student
begins on the truancy path, it increases throughout the juvenile’s education career, leading to
high rates of school dropout (Armfield et al., 2020; Iachini et al., 2016; Maynard et al., 2017).
The factors leading to truancy vary from different types of adverse childhood experiences (ACE
or ACEs), bullying, learning difficulties, stress, and transition times (Iachini et al., 2016; Ingul et
al., 2019; van der Put, 2020; Yohannan & Carlson, 2019). Interventions for truancy include zerotolerance policies, extra hands-on support in the classroom, school-wide positive behavioral
interventions, and juvenile court involvement (Crosby et al., 2017; Hulvershorn & Mulholland,
2018; Pas et al., 2019; Peguero et al., 2018). When schools have exhausted all their
interventions, they turn to the juvenile office for additional support, such as a juvenile officer
being assigned or diversion interventions (Peguero et al., 2018; van der Put, 2020).
Most youth involved in the juvenile justice system have been exposed to traumatic events
or adverse childhood experiences (Crosby et al., 2017; McMahon & Pederson, 2020). The
juvenile justice system lacks the understanding of trauma, leading to a higher likelihood of the
juvenile reoffending and continuing to the adult system (Kowalski, 2019; McMahon & Pederson,
2020; van der Put, 2020). While there is much literature on trauma-informed truancy
interventions, little literature exists on trauma-informed truancy interventions with juvenile
justice-involved youth (Mallet, 2016; McMahon & Pederson, 2020; Pas et al., 2019; van der Put,
2020), which this study addressed. Focusing on the correlation between trauma and truancy in
juvenile justice-involved youth will benefit the community, the individual, and their family
(Mallet, 2016; McMahon & Pederson, 2020).
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Purpose Statement
This study’s purpose was to examine the impact of trauma on truancy. This study will
increase awareness of trauma, trauma interventions, and trauma training in the juvenile justice
system within Sparkle County. Trauma affects the juvenile’s ability to focus in school, academic
performance, attendance, and mental and physical health (Armfield et al., 2020; Johnson, 2018;
Keppens & Spruyt, 2020; Komada, 2019; Kowalski, 2019; Pas et al., 2019). Trauma also
increases the likelihood of involvement in the juvenile system (Armfield et al., 2020; Crosby et
al., 2017; Johnson, 2018; Keppens & Spruyt, 2020; Komada, 2019; Kowalski, 2019; Mallet,
2016; Pas et al., 2019). Providing an array of programming options to fit the needs of the family
and the student involved in the juvenile office should increase school attendance (Fondren et al.,
2020; Ingul et al., 2019; Keppens & Spruyt, 2020; Komada, 2019; Kowalski, 2019; McIntyre et
al., 2019; Yohannan & Carlson, 2019).
Research Questions
The following questions guided this study to understand the impact of trauma on truancy
better:
RQ1: Is there a relationship between trauma and posttraumatic stress on school
attendance?
RQ2: Which ACE score and posttraumatic stress disorder (PTSD) score impacted school
attendance the most?
Definition of Key Terms
The following terms were used throughout this study:
Adverse childhood experiences. The ACEs survey focuses on 10 different types of
traumatic experiences ranging from parental incarceration, domestic violence, abuse and neglect
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to family dysfunction, poverty, and parental divorce. Individuals take the ACEs survey
consisting of 10 questions to figure out their ACE score (Craig et al., 2020; Iachini et al., 2016;
Komada, 2019; Kowalski, 2019; Struck et al., 2021; Tsehay et al., 2020).
Juvenile. An individual under the age of 18 (Mallet, 2016).
Juvenile office. The juvenile office is for individuals under the age of 17. The goal of the
juvenile system is to reform and divert youth from future formal involvement in the justice
system (Fine et al., 2020).
Posttraumatic stress. An experience internalized as traumatic, creating physical,
emotional, or psychological distress (Feierman & Ford, 2016).
Status offense. A status offense is when an incident is illegal only due to the individual’s
age. The incident would not be illegal if done by an adult (Mallet, 2016).
Trauma. For this study, trauma is anything a person internalizes as traumatic (Iachini et
al., 2016; Komada, 2019).
Truancy. For this study, truancy is the absence of attending school for unexplained or
nonlegitimate reasons (Armfield et al., 2020; Mallet, 2016; Maynard et al., 2017).
Chapter Summary
Trauma is a growing health concern (Branson et al., 2017). Juveniles lack the coping
skills to properly deal with the trauma (Branson et al., 2017; Kuban, 2015). Not attending school,
or truancy, may be one of the ways the juvenile copes with the trauma (Armfield et al., 2020;
Crouch et al., 2019; Iachini et al., 2016; Ingul et al., 2019). However, a better understanding is
needed to understand the impact of trauma on truancy. The literature review in Chapter 2
provides a deeper understanding of trauma, truancy, and its effects.
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Chapter 2: Literature Review
Juveniles experience many factors that impede their ability to go to school or focus while
in school (Mallet, 2016). School is where juveniles spend most of their time outside of the home.
Juvenile trauma responses range from acting out in class or not participating to not attending
school (Mallet, 2016). When the school has exhausted all its interventions, they refer the juvenile
to the juvenile office (Peguero et al., 2018; van der Put, 2020). However, the juvenile office
lacks the programming, training, and understanding of trauma (Kowalski, 2019; McMahon &
Pederson, 2020; van der Put, 2020). Without proper trauma training and programming, the
juvenile office could further traumatize the child unknowingly (Kowalski, 2019; McMahon &
Pederson, 2020; van der Put, 2020). This literature review will discuss the conceptual framework
of the effects of trauma, then adverse childhood experiences, PTSD, and truancy.
Literature Search Methods
This study used Abilene Christian University’s One Search database. This database
encompasses many databases from which to search. Keywords searched were trauma, childhood
trauma, truancy, school interventions, adverse childhood experiences, juvenile office, juvenile
justice, and posttraumatic stress disorder. The publications were focused mainly on 2015–2021.
Conceptual Framework Discussion
This study’s conceptual framework was influenced by trauma, posttraumatic stress, and
truancy. The Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM–5; American
Psychiatric Association, 2013) guides clinicians and community members in the diagnosis and
treatment of mental disorders (as cited in Kerig, 2019). As childhood exposure to violence and
other traumatic events gains recognition as a major public health challenge, more is being added
to the DSM–5 in PTSD and trauma disorders (Branson et al., 2017; Kerig, 2019). Trauma and
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posttraumatic stress affect an individual mentally, physically, and emotionally. The
posttraumatic stress of a traumatic event can be internalized as traumatic differently per
individual (Feierman & Ford, 2016). A new symptom of “self-destructive or risky behavior” was
added to the diagnosis of PTSD (Kerig, 2019, p. 1).
Often, those involved in the juvenile justice system have had exposure to trauma and
have posttraumatic stress symptoms (Feierman & Ford, 2016; Kerig, 2019; Modrowski & Kerig,
2019). Findings in Israel linked elevated posttraumatic stress to risky behaviors (Kerig, 2019). A
study conducted in the United States showed similar results (Kerig, 2019). These risky behaviors
can include drugs, criminal activity, self-harm, and truancy. Individuals with higher
posttraumatic stress levels and exposure to more traumatic events are more likely to participate
in risky behaviors than those who do not have posttraumatic stress or experienced traumatic
events (Kerig, 2019).
Posttraumatic risky behavior has been shown to be an outcome of experiencing childhood
trauma and a precursor to further negative outcomes in teenage years and later in life (Johnson,
2018; Kerig, 2019). The individual does not have control over past trauma or current
circumstances, creating more trauma. However, the individual has control over their own actions.
The lack of a coping mechanism for the trauma and posttraumatic stress pushes them to engage
in risky behavior. The risky behavior gives the individual control of a portion of their life (Kerig,
2019). This study highlighted the impact of trauma and posttraumatic stress on school attendance
(Armfield et al., 2020; Craig et al., 2020; Crouch et al., 2019; Iachini et al., 2016; Ingul et al.,
2019; Komada, 2019; Kowalski, 2019; Loeb et al., 2015; Struck et al., 2021; Tsehay et al.,
2020).
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Trauma
Childhood exposure to trauma events is gaining recognition as a public health crisis
(Branson et al., 2017). While trauma has many definitions, this study will focus on trauma as
anything a person internalizes as traumatic (Iachini et al., 2016; Komada, 2019). These traumatic
experiences can range from physical abuse to parents divorcing to natural disasters (Felitti et al.,
1998; National Child Traumatic Stress Network, n.d.). The event can be one-time or short-term,
or recurring or long-term (Iachini et al., 2016). A child may interpret the trauma differently based
on the severity of the event, if they saw the event or aftermath, family members’ reactions,
previous experience with trauma, and family and community support. Traumatic reminders or
triggers can affect a child well into adulthood or for their entire life (Iachini et al., 2016; LoganGreene et al., 2020; Maja et al., 2021; National Child Traumatic Stress Network, n.d.).
Due to gaining recognition of trauma, stakeholders formed trauma-informed public
service systems. Other organizations have taken knowledge of trauma-informed care for schools,
public and private organizations, and government agencies (Branson et al., 2017; Iachini et al.,
2016). Trauma-informed care goes beyond knowledge to include practices such as ensuring a
sense of safety and reviewing policies and practices (Branson et al., 2017). It is extremely
important for children to feel safe, as their sense of safety is determined by the perceived safety
with whom they are closest (National Child Traumatic Stress Network, n.d.). The juvenile may
not have the skills, ability, or coping mechanisms to understand the traumatic event (Kuban,
2015). While there are many studies on trauma and its physical and psychological effects on a
child, there are few that hear from the individual who experienced the trauma (Johnson, 2018;
Kallivayalil et al., 2013). Trauma survivors’ stories may assist in healing trauma and guide
therapists on future trauma therapy (Kallivayalil et al., 2013).
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Adverse Childhood Experiences
Adverse childhood experiences (ACEs) research was first introduced in 1998 and has
grown increasingly popular over the last three years (Felitti et al., 1998; Struck et al., 2021). The
Adverse Childhood Experiences (ACEs) survey focuses on 10 types of traumatic experiences
ranging from parental incarceration, domestic violence, abuse, neglect to family dysfunction,
poverty, and parental divorce. Individuals take the ACEs survey of 10 questions to figure out
their ACE score (Craig et al., 2020; Iachini et al., 2016; Komada, 2019; Kowalski, 2019; Struck
et al., 2021; Tsehay et al., 2020). ACE scores have been associated with later in life health
outcomes, unemployment, risky behavior, school-related issues, delinquency, and recidivism
(Craig et al., 2020; Crouch et al., 2019; Struck et al., 2021).
The majority of students who have repeated the ninth grade have an ACE score of at least
1. The higher the ACE score, the higher the likelihood of truancy, grade repeats, behavioral
referrals, and problems with school engagement (Crouch et al., 2019). Students with an ACE
score of three or more also have difficulty completing homework (Kasehagen et al., 2018). The
occurrence of an ACE can be linked back to when the problems with the school began (Iachini et
al., 2016). Results of one study identifying risk factors for youth through semistructured
interviews reported three main themes: “the importance and limitations of supportive
relationships, low father involvement and the decline in parenting support for mothers, low
engagement or limited success in school that was disappointing to the adolescents” (Sander et al.,
2010, p. 297). Little research has been done to fully understand the impacts of trauma on
children (Scott Frydman & Mayor, 2017). However, according to Struck et al. (2021), ACEs
research has increased in the last three years. Kowalski (2019) perfectly stated, “Trauma is a
much broader construct, and ACEs only constitute ten parts of it” (p. 376). The ACEs survey has
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many versions. However, the original 10-topic survey is the most widely used and accepted
ACEs data instrument (Struck et al., 2021).
Posttraumatic Stress Disorder
PTSD occurs when an individual has been exposed to and internalized multiple traumatic
events leading to psychiatric symptoms (Maja et al., 2021). Maja et al. (2021) stated that
multiple research studies showed a correlation between adverse childhood experiences and
PTSD symptoms. However, a PTSD diagnosis is difficult when an individual has not
experienced Criteria A, which is exposure to death, serious injury, or the threat of death (Maja et
al., 2021; Modrowski & Kerig, 2019). As previously mentioned, exposure to trauma has many
psychological and physical effects that may impact the individual throughout their life but still
does not meet the diagnosis criteria for PTSD (Maja et al., 2021; Nichols et al., 2016). Although,
an increase in exposure to trauma makes it more likely that the individual will be diagnosed with
PTSD (Maja et al., 2021). However, the DSM–5 has introduced a new symptom of “selfdestructive or risky behavior” (Kerig, 2019, p. 1), which is common in childhood or adolescent
posttraumatic coping behavior (American Psychiatric Association, 2013; Modrowski & Kerig,
2019). These behaviors could include alcohol or drug use, suicidal ideation, status offenses, or
delinquency involvement (Johnson, 2018; Kerig, 2019). While risky or self-destructive behaviors
are a response to trauma and are more likely in those who have experienced trauma, they do not
indicate that there has been trauma during that individual’s life (Kerig, 2019).
The developmental stage of the individual when the trauma occurred influences the
posttraumatic responses (Modrowski & Kerig, 2019). When an individual experiences trauma,
their fight, flight, or freeze response is activated. Fight responses are those that deter the threat.
Flight responses trigger adrenaline, which increases heart rate, blood flow, and motor skills
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(Riccio, 2017). Fight or flight responses could also include aggression, defiance, and running
away. Freeze could be described as immobility as a person’s bodily levels slow or decrease
(Riccio, 2017). These responses include dissociative state, poor performance in school and on
tests, and disengaging (Johnson, 2018). Dysregulation of emotions is common in those who have
PTSD, which can look like emotional numbing or a dissociative state (Kuban, 2015).
Psychological and Physiological Impact
Society tends to believe that children and adolescents are resilient. However, childhood
and adolescence are a time of learning, growth, vulnerability, and development (Nichols et al.,
2016). During this time, children are extremely influenced by their surroundings such as parents,
family, home environment, school, school personnel, neighborhood, etc. (Nichols et al., 2016).
Traumatic experiences during this time could affect a child’s cognitive, social, and
neurobiological functioning and development (Evans & Evans, 2019; Maja et al., 2021). This
includes heart functioning, weight control, coping skills, memory, and experiencing anxiety and
family depression (Branson et al., 2017; Evans & Evans, 2019; Maja et al., 2021; Nichols et al.,
2016). Maja et al. (2021) illustrated there is a strong association between exposure to trauma,
PTSD, and decreased cognitive functioning. Iachini et al. (2016) suggested there is much
research that brain development could be affected by experiencing trauma and toxic stress during
a critical developmental time, which could lead to changes in brain structure, organ systems, and
stress management. A study by Krinner et al. (2020) involved 568 individuals in their early 20s
who took an 81-question self-reported health survey and ACEs. The results showed that
individuals who had experienced five to seven ACEs reported higher amounts of poor physical
health outcomes (Krinner et al., 2020).
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Screening Tools
There are many screening tools that examine posttraumatic stress, life events, ACEs, and
the effects. The Life History Calendar (LHC) is used to recall life events. The 45- to 60-minute
calendar-like tool uses columns to indicate life stages and rows to indicate key life events. The
LHC uses semistructured interviews and a calendar-like tool to aid in temporal recall, which
encourages reflection on past events (Iachini et al., 2016).
The ACEs survey, as previously discussed, is a self-reported yes or no survey focusing on
10 traumatic experiences prior to the age of 18. The survey does not discuss how often the events
were experienced, how they were internalized by the individual, or at what age the events were
experienced. The ACEs survey is also limited to 10 adverse experiences (Craig et al., 2020;
Crouch et al., 2019; Iachini et al., 2016; Komada, 2019; Kowalski, 2019; Maja et al., 2021;
Struck et al., 2021; Tsehay et al., 2020).
The PTSD checklist for the DSM–5 (PCL–5) is a 20-question Likert-type self-reported
survey that describes the impact the event had on an individual (American Psychiatric
Association, 2013). The 20 questions are indicators of the four PTSD symptoms ranging from
not at all to extremely. The scores of the 20 questions are then added together to understand the
severity of the symptoms the individual is experiencing (Maja et al., 2021). While the DSM–5
does include risky behaviors and categorizes symptoms into four clusters, to be diagnosed, an
individual must suffer from all the symptoms in one of the four clusters (Kerig, 2019).
Truancy
Truancy is a problem across the country, despite continuous efforts over the past two
decades (Maynard et al., 2017). More evidence points to ACEs as a contributing factor of
truancy (Armfield et al., 2020; Crouch et al., 2019; Iachini et al., 2016; Ingul et al., 2019). Mallet
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(2016) highlighted the importance of understanding the connection between truancy,
delinquency, and the school-to-prison pipeline. School staff should be looking at early warning
indicators such as trauma symptoms and disciplinary actions (Nichols et al., 2016; Thayer et al.,
2018). Staff development training is key for helping school staff and the juvenile office
personnel understand symptoms of trauma and the different ways students respond to trauma
(Ingul et al., 2019; McIntyre et al., 2019).
Iachini et al. (2016) discussed the need for further research, as only two studies have been
completed on the impact of childhood trauma on school dropout rates. Van der Put (2020)
emphasized the need to develop a risk and needs assessment specifically addressing truancy, as
the current assessments are invalid. Iachini et al. (2016) found that students with at least one
ACE score reported that truancy or school disengagement occurred concurrently or right after the
trauma was experienced. Trust and school connectedness are important factors in reducing
truancy and are the foundation for families and schools to work together to provide resources
(Nichols et al., 2016; Thayer et al., 2018). Strong attachment and support from teachers, or other
school staff, increases school attachment, which lowers the likelihood of truancy (Crosby et al.,
2017; Nichols et al., 2016; Sander et al., 2010). Families and students are more likely to
communicate with the school and juvenile office, accept help, and less likely to see the school as
an adversary when there is trust and school connectedness (Crosby et al., 2017; Mac Iver et al.,
2015; Nichols et al., 2016; Sander et al., 2010; Williams, 2019).
School Interventions
According to Iachini et al (2016), “Early experiences of trauma may influence academic
learning and school success through the impact on neurobiological systems” (p. 218). Schools
should be acting early on absences instead of a “wait to fail approach” (Ingul et al., 2019, p. 46).
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Every day the student is absent, the further behind they become in their schoolwork (Ingul et al.,
2019). The school makes the first attempt to help the student and family prior to the referral
being sent to the juvenile office. Therefore, school interventions are critical in providing
resources, programming options, and prevention of further traumatizing the student (Iachini et
al., 2016; Peguero et al., 2018). School interventions range by school values and norms and
students’ individual needs (McIntyre et al., 2019; Parker & Hodgson, 2020). Schools are more
likely to implement a trauma practice or intervention that aligns with the school’s norms and
practices (McIntyre et al., 2019). However, schools also need to look at the individual needs of
the children and their families (Parker & Hodgson, 2020). The focus of interventions varies from
student to family to school-wide (Crosby et al., 2017; Pas et al., 2019; Peguero et al., 2018).
Students may need extra hands-on support in the classroom or they may need school-wide
positive behavioral interventions (Crosby et al., 2017; Pas et al., 2019). School interventions are
shown to reduce trauma responses such as truancy, disruptive behavior, school disengagement
and increase school connectedness, school engagement, and attendance (Crosby et al., 2017;
Nichols et al., 2016; Parker & Hodgson, 2020; Pas et al., 2019; Stokes & Brunzell, 2019; Thayer
et al., 2018; Yohannan & Carlson, 2019).
Youth who have experienced trauma may have difficulties forming positive relationships
with school personnel. Johnson (2018) reported that 40% of students who participated in the
study reported no positive relationships with adults at school. Thayer et al. (2018) also reported
that school interventions should promote trust, connection, and belonging at school to decrease
high school dropout rates. Schools can provide guidance to students through positive feedback
and role modeling, promote school activity involvement, and focus on building positive
relationships with students (Crosby et al., 2017; Crouch et al., 2019; Thayer et al., 2018).
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Zero-tolerance policies, from a deterrence theoretical perspective, should improve student
behavior. However, research shows it does the exact opposite (Hulvershorn & Mulholland, 2018;
Peguero et al., 2018). Schools using zero-tolerance interventions do not provide the support for
students or their families that restorative practices or social-emotional learning do (Hulvershorn
& Mulholland, 2018). The interventions do not help the student and their families get at the
cause of the problem (Hulvershorn & Mulholland, 2018). These policies actually further push the
student away from the school and toward more contact with the juvenile system (Peguero et al.,
2018). Zero-tolerance policies take care of the current problem but not the cause of the situation
(Hulvershorn & Mulholland, 2018). Schools looking to implement positive effective
interventions can use PsychINFO and PubMed databases to find the appropriate intervention and
steps for implementation (Fondren et al., 2020). Crouch et al. (2019) emphasized the need for
further research in collaboration between schools, service providers, and doctors to prevent or
reduce the impact of childhood trauma. Johnson (2018) recognized the lack of research on
trauma and academic outcomes, especially among justice-involved youth.
Juvenile Office
The juvenile justice system was created separately, “not so much to punish as to reform,
not to degrade but to uplift, not to crush but to develop” (Mack, 1909, p. 107). The goal of the
juvenile system is to reform and divert youth from future formal involvement in the justice
system (Fine et al., 2020). As Loeb et al. (2015) discussed, there are two theoretical perspectives
a juvenile could experience due to their involvement with the juvenile justice system. The first is
labeling theory, where a juvenile feels stigmatized and labeled as a delinquent, which increases
negative behaviors and increases the likelihood of future justice system involvement. The second
is differential association theory, which applies to learning behaviors from others. This could
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have a negative impact on the juvenile if they begin to learn negative behaviors from the other
juveniles they are around (Loeb et al., 2015). Diversion programs may reduce the negatives of
both of these theories. Many studies have shown that diverted youth have significantly lower
recidivism rates (Loeb et al., 2015). Differences in diversion programs affect the juvenile’s
recidivism rate (Wylie et al., 2019). However, Kowalski (2019) stated, “Research has yet to
assess the relationship between ACEs, programming, and recidivism” (p. 355).
Diversion programs, specifically using the risk–need–responsivity model, allow the
program to be adjusted to fit the needs of the juvenile and family (Wylie et al., 2019). This
model also mimics the juvenile system’s founding principle, which is rehabilitation and
providing services to the juvenile and family (Mack, 1909; Wylie et al., 2019). The use of the
risk–need–responsivity model shows the impact of trauma as ACEs may present as a need that
needs to be addressed through programming (Kowalski, 2019). A restorative justice approach,
including diversion programs, can be formatted in a variety of ways to meet the needs of the
family and community that develop mutually agreeable resolutions (Peguero et al., 2018). Sander
et al. (2010) further confirmed that “the simple task of asking what the parents or juvenile
offender need to be successful and listening to their responses both empowers an underprivileged
group and builds social connections” (p. 311).
Recognizing ACEs in youth involved in the juvenile justice system may improve their
current and future circumstances (Kowalski, 2019). Although there is much research on using
less punitive methods, there is little on modifying models based on the individual’s needs and
risks (Wylie et al., 2019). However, Loeb et al. (2015) discussed the negative association
contributing to successful program completion, including outreach and motivation by the school,
availability of resources to the family, and parent involvement. Diversion programs or
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preventative services for youth who have experienced trauma could decrease their justice system
interaction and their need for services in the future (Kowalski, 2019). Iachini et al. (2016)
stressed the need to consider trauma while designing programs and aim to support early
interventions. Feierman and Ford (2016) encouraged future studies in a variety of juvenile justice
settings to provide court staff and others involved in the justice system with how to respond to
traumatized youth more effectively.
Trauma and Posttraumatic Stress Therapies
Just as individuals experience trauma differently, therapies or treatments can also be
individualized (Feierman & Ford, 2016; Gardner & Stephens-Pisecco, 2019). Experiencing
childhood trauma affects a child’s psychological and physiological health and social and
behavioral growth (Gardner & Stephens-Pisecco, 2019; Krinner et al., 2020). To help
individuals, the question of what is wrong with an individual needs to shift to what happened to
the individual (Forkey & Conn, 2018). Changing this question may decrease negativity and open
conversation about what individuals need to heal (Forkey & Conn, 2018).
Resilience
While exact definitions of resiliency have differed, it can be agreed upon that resilience is
the ability to recover from a traumatic event (Gardner & Stephens-Pisecco, 2019; Hamby et al.,
2021; Krinner et al., 2020). Resiliency can positively impact psychological and physiological
health after a traumatic event (Krinner et al., 2020). Resiliency may affect other areas of an
individual’s life, including school attendance and academic success (Krinner et al., 2020).
Internal and external assets can influence an individual’s resilience (Krinner et al., 2020).
Resiliency may also decrease the severity of posttraumatic stress (Krinner et al., 2020). Studies
have shown a correlation between resiliency and health outcomes. However, Krinner et al.
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(2020) did not show a correlation between resilience and health outcomes. The study illustrated
the resiliency theory, suggesting that the relationship between ACEs and resilience created a
bell-shaped curve. A smaller number of ACEs builds resiliency responses, plateaus, and then
declines (Krinner et al., 2020). While the discussion of the effects is growing, the diversity of
approaches to increase an individual’s resiliency is limited (Hamby et al., 2021).
Another way to promote resiliency is by discussing with parents how they were raised.
Trauma may be a generational cycle (Forkey & Conn, 2018). Helping parents understand that the
actions of their parents were not their fault, but also understanding their actions may be
negatively impacting their children (Forkey & Conn, 2018). These conversations with parents
may empower them to seek resources and change their behaviors (Forkey & Conn, 2018).
Enabling routines, increasing a child’s sense of safety, and learning self-regulation strategies are
small steps in increasing resiliency and decreasing further traumatization (Forkey & Conn, 2018;
Gardner & Stephens-Pisecco, 2019). Some studies have shown an increase in resiliency is related
to spirituality, emotional intelligence, supportive relationships, their purpose in life, and
optimism (Hamby et al., 2021). Researchers are mixed in their results on if childhood trauma
leads to being more or less resilient as an adult (Marx et al., 2017). Children who may be less
resilient could experience more PTSD symptoms than those with more resiliency (McClatchey,
2020).
Trauma-Informed Therapy
Trauma-informed procedures were first developed in the United States in the 2000s to
bring awareness to the effects of trauma and help treat clients diagnosed with PTSD (Alessi &
Kahn, 2019; Champine et al., 2018). Training for trauma-informed practices includes increasing
awareness, recognizing signs and symptoms, and forming policies and new practices (Champine
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et al., 2018). These practices must vary to meet the needs of the individual. An approach that
works for one individual may not work for another. It is about forming the programs to fit the
individual, not making them fit within the program (Champine et al., 2018).
The foundation of trauma-informed therapy is forming a trusting relationship with the
individual and providing a safe environment (Alessi & Kahn, 2019). The therapist creates a safe
outer environment and decreases the individual’s stressors, increases the sense of safety, and
empowers the individual to open up about the trauma and learn to regulate emotions. Also,
connecting individuals to community or support resources can significantly benefit the individual
(Alessi & Kahn, 2019). The goal is to change negative thoughts and behaviors, which will, in
turn, reduce psychological stress (Black et al., 2012).
Practices serving the individual and the whole family are key to ending the generational
cycle of trauma (Champine et al., 2018). Family beliefs, values, attitudes, and role modeling
greatly impact others within that family. Teaching families how to react to negative experiences
to promote positive outcomes for the whole family will help the children react in much the same
way throughout their life (Champine et al., 2018).
Developing programs to be trauma-informed can be fairly easy. There are several
evidence-based programs with reviews and resources in research databases (Champine et al.,
2018). Also, to adapt a program to trauma-informed, an organization can look at the risks and
needs of those they serve and use that information to make changes to their daily curriculum to
focus more on the community’s needs (Champine et al., 2018).
Posttraumatic Growth
Posttraumatic growth is the positive change after experiencing a traumatic event that has
negative psychological or physiological impacts on the individual (McClatchey, 2020). Much
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like resiliency, some children experience more posttraumatic growth than others. The research is
limited and unclear on why there are differences in individuals’ posttraumatic growth
(McClatchey, 2020). Research is mixed on how time since the traumatic event impacts the
individual’s posttraumatic growth (McClatchey, 2020). A major factor in the growth process is
acknowledging the trauma and its impact on the individual (Dagan & Yager, 2019).
Woodward and Joseph (2003) found that those who experienced posttraumatic growth
related it to relationships and views on life. External elements such as support, a sense of safety,
and validation can help individuals grow from past trauma. A combination of therapy and
positive external elements can greatly increase an individual’s likelihood of posttraumatic
growth (Dagan & Yager, 2019; Woodward & Joseph, 2003).
Chapter Summary
Trauma is internalized and interpreted differently by everyone (Feierman & Ford, 2016).
Some trauma can cause posttraumatic stress symptoms in children and throughout their life
(Branson et al., 2017; Evans & Evans, 2019; Maja et al., 2021; Nichols et al., 2016). The
Diagnostic and Statistical Manual (5th ed.; DSM–5) guides clinicians and community members
in the diagnosis and treatment of mental disorders (American Psychiatric Association, 2013;
Kerig, 2019). While this guide needs improving and individuals may not meet the diagnosis for
PTSD based on current criteria, this does help guide the impact a traumatic event had on an
individual (Kerig, 2019; Maja et al., 2021). This chapter provided insights into trauma, PTSD,
screening tools, truancy, and treatment. The next chapter will discuss the methodology on how
those elements will be used to find a correlation between trauma, PTSD symptoms, and truancy.
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Chapter 3: Research Method
Trauma can have differing but lifelong effects on individuals (Iachini et al., 2016; LoganGreene et al., 2020; Maja et al., 2021; National Child Traumatic Stress Network, n.d.). The
previous chapter provided a review of some of the most up-to-date literature on trauma, PTSD,
ACEs, and school attendance. The purpose of this quantitative correlational study was to
determine if there is a relationship between trauma and school attendance. This chapter will
discuss the research design, population, sample, data collection tools, data analysis, reliability,
assumptions, researcher’s role, ethics, assumptions, and limitations of the study.
There is a lack of knowledge on the underlying causes of truancy. Without proper trauma
training and programming, those who come into contact with a traumatized child could
unknowingly cause further trauma (Kowalski, 2019; McMahon & Pederson, 2020; van der Put,
2020). Findings from this study provide insight into the underlying causes of truancy, which
could benefit school personnel, the justice system, and the community.
Research Design and Method
This study used a quantitative correlation research approach to test if trauma impacted a
student’s school attendance in Sparkle County. The quantitative regression research approach
was best for this study as it explained a relationship between variables (Curtis et al., 2016;
Seeram, 2019). Salkind (2010) states, “The term correlation refers to a group of indices that are
employed to describe the magnitude and nature of a relationship between two or more variables”
(p. 2). This study also looked at a specific timeframe of when the trauma occurred and the impact
on school attendance, making this a cross-sectional design (Leavy, 2017).
RQ1: Is there a relationship between trauma and posttraumatic stress on school
attendance?

22
H0: There is not a relationship between trauma and posttraumatic stress on school
attendance.
H1: There is a significant relationship between trauma and posttraumatic stress on school
attendance.
RQ2: Which ACE score and PTSD score impacted school attendance the most?
H0: ACE score and PTSD score did not impact school attendance.
H1: ACE score and PTSD score did impact school attendance.
This study used the multiple regression test to predict the degree to which trauma and
school attendance issues impact school attendance (Salkind, 2010). Seeram (2019) stated,
“Correlational research can uncover variables that are interacting and the type of interaction that
is occurring, which allows the researcher to make predictions based on the discovered
relationships” (p. 176). The closer to positive or negative one, the stronger the relationship
between the two variables. The closer to zero, the relationship decreases (Salkind, 2010; Seeram,
2019). If this study’s outcome was close to positive or negative one, there was a strong
relationship between trauma and school attendance issues. If the study’s outcome was close to
zero, there was not a relationship between trauma and school attendance.
Population and Sample
Sparkle County consists of six different public school districts with around 42,000
students. The 10 public high schools contain close to 13,000 students. In 2019 and 2020,
approximately 77 juveniles were referred to the juvenile office for school attendance issues. This
number does not include the referrals to the juvenile office for law violations with truancy as
comorbidity. In a study conducted by Sander et al. (2010), there were 32 total interview
participants, including guardians and juveniles. In another study conducted by Scott Frydman
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and Mayor (2017), 14 participants took part in interviews and self-reported questionnaires. The
population for this study was parents of juveniles referred to the Sparkle County Juvenile Office
Probation Unit for school attendance issues or delinquency from fall 2021 to summer 2022.
The study used a convenience sampling method. Convenience sampling is when the
researcher has easy access to a particular site (Leavy, 2017; Muijs, 2011). In this study, the site
was the Sparkle County Juvenile Office. This method has advantages of having access to a
particular group of individuals but also exposes potential biases (Muijs, 2011). The conclusions
from this sampling method may differ from those not involved in the juvenile office (Muijs,
2011). However, to try to prevent bias, the study also used voluntary methods (Muijs, 2011). The
juvenile’s guardian had the option to participate or not in the study (Muijs, 2011).
Quantitative Data Collection and Instruments
Survey research is one of the most popular nonexperimental quantitative study designs
(Muijs, 2011). This study used the Adverse Childhood Experiences (ACEs) survey (see
Appendix A; Felitti et al., 1998; Struck et al., 2021), the posttraumatic stress survey (see
Appendix B; Maja et al., 2021; Modrowski & Kerig, 2019), and the school data survey (see
Appendix C) to gain insight into the types of trauma the parent experienced and the impact. The
surveys and the school attendance data were compared to see if or when there was a change in
school attendance and if or when the trauma occurred.
The quantitative data collection tools were given when the juvenile and guardian filled
out the intake paperwork. I handed them the solicitation materials and made it known that
completing the research was optional. If the guardian decided to participate, they were given the
consent form and hard copies of the surveys to complete. The guardian had the option of
completing the surveys at the time of the meeting or sending them in at a later date. If they chose
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to complete the surveys at the juvenile office, they placed the consent form and surveys in a
sealed envelope and returned them to me. The surveys did not last longer than 15 minutes to be
mindful of the participant’s time (Muijs, 2011). I made it known that participation or
nonparticipation would not affect the juvenile’s case with the office.
ACEs Survey
ACEs research was first introduced in 1998 and has grown increasingly popular over the
last three years (Felitti et al., 1998; Struck et al., 2021). The ACEs survey focuses on 10 different
types of traumatic experiences ranging from parental incarceration, domestic violence, abuse,
neglect to family dysfunction, poverty, and parental divorce (see Appendix A). The ACEs survey
is a self-reported yes or no survey focusing on 10 traumatic experiences prior to the age of 18. If
the parent has experienced the trauma, they entered a one at the end of that question. If the parent
has not experienced the trauma, they entered a zero at the end of that question. After the parent
answered all 10 questions with either a one or a zero, the sum is the ACE score (Craig et al.,
2020; Iachini et al., 2016; Komada, 2019; Kowalski, 2019; Struck et al., 2021; Tsehay et al.,
2020). An additional question was added to the ACEs survey, which asked the parent to choose
which of the previous 10 ACEs impacted them the most.
Posttraumatic Stress Survey
The PTSD checklist for the DSM–5 (PCL–5) is a 20-question Likert-type self-reported
survey that describes the impact the event had on an individual (see Appendix B). The 20
questions are indicators of the four PTSD symptoms, ranging from 0–not at all to 4–extremely.
The scores of the 20 questions were then added together to understand the severity of the
symptoms the individual is experiencing. The total severity score of the symptoms is 80 (Maja et
al., 2021). Although individuals may experience the same ACE, they may internalize the event

25
differently (Feierman & Ford, 2016). The PTSD survey allowed for further insight into the
impact the traumatic event had on the individual.
School Attendance Data
The third survey asked generic questions regarding when the trauma occurred and when
the school attendance issues arose (see Appendix C). The questions consisted of yes or no
questions.
Data Analysis and Data Analysis Procedures
This study considered three components: ACEs, posttraumatic stress, and school
attendance. The surveys were analyzed by the response rate of those that chose to participate in
the study (Creswell & Creswell, 2018; Leavy, 2017). The dependent variable was school
attendance because it was influenced by the ACE score and PTSD score (Leavy, 2017). The
relationships were explored using SPSS version 28.
Descriptive
The descriptive statistics provided insight into the central tendencies or the mean,
median, mode, and standard deviation between ACE scores, PTSD scores, and school attendance
data (Leavy, 2017). Histograms were run on each data set to look for any outliers and how each
data set was skewed. The histograms showed the frequency of which each survey answer was
recorded (Creswell & Creswell, 2018). The mean of each of these variables was used in the
following tests (Steinberg & Price, 2021).
Assumptions of Normality
Since the participant sample is 60, this meets the assumption of a sufficient “n” for both
analyses. Pallant (2020) suggested at least 20 cases as a sufficient “n.” Normality was assumed
in the histograms and the regression models. This means the graphs were evenly distributed and
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did not have the presence of outliers. The scatterplots should show linearity, meaning, and the
ability to see a straight line (Pallant, 2020). However, throughout the process of running each
test, other assumptions must be met. These assumptions are further discussed in the next two
sections.
Regression Model for RQ1
Since there are two independent variables, a multiple regression test was run to
understand if the relationships of all three variables were significant and provided prediction on
school attendance data (Creswell & Creswell, 2018; Frost, 2019). The equation that was used is
represented in Figure 1. This equation shows attendance being predicted by the combination of
the ACE score and PTSD score. Since school attendance is a nominal or categorical variable, it
was coded as 0 for no and 1 for yes to run through SPSS (Frost, 2019). This satisfied the
assumption that the dependent variable must be continuous. Since there are two independent
variables, this satisfied the assumption of 2 or more independent variables (Laerd Statistics, n.d.).
Figure 1
Regression Model Equation
Yschool attendance = Constant + β1(ACE) + β2(PTSD)
After producing the regression scatterplot, the line of best fit needed to be determined.
This linear-fitted line in the middle of the data showed if there was a positive, negative, or no
correlation between the variables. If a linear line fits the scatterplot, the assumption of a linear
relationship has been met. If a linear line did not fit, a nonlinear regression test was run (Frost,
2019; Laerd Statistics, n.d.). In the correlations table, the two independent variables must not be
highly correlated. Multicollinearity can occur if independent variables have a correlation of .7 or
higher (Frost, 2019; Pallant, 2020). The next few assumptions can be checked through residual
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scatterplots. Residuals are error estimates of the data, ensuring autocorrelation has not occurred
(Frost, 2019; Laerd Statistics, n.d.; Pallant, 2020). The residual scatterplot should appear random
instead of in a pattern, roughly looking similar to a rectangle; this satisfies the assumption of
independence of observations. This could also be known as the Durbin–Watson test (Frost, 2019;
Laerd Statistics, n.d.; Pallant, 2020). At the end of the analysis run through SPSS version 28 will
be a normal probability plot, which should have all the points in a diagonal straight line. This
plot suggests the normality assumption has been met (Pallant, 2020).
The p-values of the independent variables provided the information needed to determine
if there was a statistically significant relationship to accept or reject the null hypothesis for RQ1.
If the p-value was less than the significant level of .05, the null hypothesis was rejected and the
alternative hypothesis was accepted. If the p-value was greater than the significant level of .05,
the null hypothesis was accepted and the alternative hypothesis was rejected (Frost, 2019).
The R-squared test for variance showed how closely the data fits the regression fitted
line. The R-squared outcome ranged from 0% to 100%. The higher the R-squared, the better the
data fits the regression line (Frost, 2019). The R-squared test led to the F-test for significance.
The F-test calculated the impact of the independent variables on the scatterplot and line of best
fit. If the F-test shows the p-value of less than the significant level of .05, this proves the
independent variables improve the line of best fit for the model (Frost, 2019). The less than
significant F value also met the assumption that heteroscedasticity did not exist, meeting the last
assumption for the regression analysis. This regression analysis answered RQ1 of if there is a
relationship between trauma and posttraumatic stress on school attendance (see Table 1).
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Table 1
Variable Table for Regression
Category

Variable

Measurement

ACE Score

Independent

Scale

PTSD Score

Independent

Scale

School Attendance

Dependent

Scale

The ANOVA Model for RQ2
A two-way analysis of variance (ANOVA) was run to understand how ACE score and
PTSD score impacted school attendance (Creswell & Creswell, 2018; Pallant, 2020; Steinberg &
Price, 2021). Also, the two-way explained how a different PTSD score with the same ACE score
affected school attendance (Pallant, 2020; Steinberg & Price, 2021). A two-way ANOVA test
was run since at least two of the variables were categorical or nominal. For the ANOVA test, the
PTSD scores were lumped into groups of 0–15, 16–32, 33–49, 50–66, and 67–80.
The ANOVA table (see Table 2) should show a significant level of .05 or greater under
the Levene statistic to show there was not a difference in the variances. This will satisfy the
assumption of equality of error variances. Interaction effects can be understood through the tests
of between-subjects effects statistics discussed in Chapter 4. In the “sig” column, a value of .05
or less shows there is a significant interaction. A value of greater than .05 shows there is not a
significant interaction between the independent variables (Pallant, 2020; Steinberg & Price,
2021). The ANOVA table also illustrated if there was a significant main effect. A significant
main effect was found when an independent variable had a significant level of less than .05
(Pallant, 2020; Steinberg & Price, 2021).
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Table 2
Variable Table for ANOVA
Category

Variable

Measurement

ACE Score

Independent

Scale

PTSD Score

Independent

Nominal

School Attendance

Dependent

Scale

The post hoc Tukey test can be conducted since there are two independent variables.
There must be a significant interaction or main effect in the variables to ensure a post hoc test
can be run. The post hoc Tukey test provides more information on how the independent variables
affect each other and the dependent variable (Pallant, 2020; Steinberg & Price, 2021). The twoway ANOVA and post hoc Tukey test answered RQ2, of which the ACE score and PTSD score
impacted school attendance the most.
Assumptions
An assumption is that the deputy juvenile officers (DJOs) presented the study to each
case they met. Another assumption was that each participant answered the survey questions
truthfully. Other assumptions included level of measurement, related pairs, absence of outliers,
and linearity (Pallant, 2020). The same number of cases was used for each data set, and all data
was from the same participants. If a participant did not complete all study surveys, their
information was excluded from the study. If there appeared to be outliers in the data set, which
could skew the data, the data were double-checked for entry errors.
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Researcher’s Role
I serve as the program coordinator at this midwestern juvenile office. However, the
outcome of this study did not have any impact on my job. While I oversee some of the
programming options available to the juveniles involved with the probation unit, I rarely have
personal contact with them. The data was received from myself, the researcher. I conducted the
data entry and statistical analysis.
Ethical Considerations
Abilene Christian University’s Instructional Review Board (IRB) approved this study
before data collection (see Appendix D). Confidentiality and the understanding of voluntary
participation was a great ethical consideration. Collection instruments were approved by the
chief juvenile officer and the deputy chief juvenile supervisor of the probation unit. The
participants were given consent forms. The consent form stated what the information was being
used for and laid out that their participation or nonparticipation would in no way affect their
current case.
This study will benefit school personnel, juvenile offices, communities, families, and
students. Schools and juvenile offices will be able to use this information in their attendance
interventions. Communities, families, and students would benefit through trauma education and
how to help individuals having attendance issues. This study’s potential harm was minimal. If, at
any point, the participants became emotional while filling out the survey, they were welcome to
end their participation in the study. If they needed a space to talk or calm down, that safe space
was provided. All measurements were taken to conceal identity markers and keep all material
confidential. I completed the required Collaborative Institutional Training Initiative courses in
May 2021.
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Limitations
This study was limited to juvenile office involvement in Sparkle County. The majority of
this county is suburban and would need to be replicated in urban and rural areas. Those not
involved in the juvenile office may have different experiences. Also, this study consisted of selfreported data, which could include participant bias. This study does not present demographic
information.
Delimitations
This study only included parents of juveniles involved in the probation unit in one
midwestern county. This study was quantitative, which could leave out valuable qualitative data.
A qualitative component could greatly benefit future studies by providing more insights into
other traumatic experiences and ways the individual was affected outside of the PTSD survey.
Finally, this study was limited to the 10 ACEs and the PTSD survey questions.
Chapter Summary
This chapter discussed the research design, population, sample, data collection tools, data
analysis, reliability, assumptions, researcher’s role, ethics, assumptions, and limitations of the
study. This study aimed for a sample size of 60 voluntary participants. The participants
completed three surveys, including the ACEs survey, PTSD survey, and a school attendance
survey. The results were analyzed using Pearson’s r test and descriptive statistics. Approval from
Abilene Christian University’s IRB was sought before data collection.
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Chapter 4: Results
The study’s research and analysis focused on answering the two hypotheses explained
previously. This chapter will present the findings and provide explanations. All analysis was
completed using IBM SPSS version 28.
Descriptive Statistics
A total number of 65 potential participants signed the consent form to complete the three
surveys. Of those 65, 60 participants completed all three surveys pertaining to ACEs,
posttraumatic stress, and school attendance. The data analysis was run using only the 60
participants who completed all three surveys. The other five participants were excluded due to
not finishing all three surveys. All 65 participants signed the informed consent. This study did
not collect any identifying markers, including age, gender, ethnicity, or education level.
Adverse Childhood Experiences
The participants’ experiences with ACEs varied. The mean of the participants’ ACE
score was 3.05 (SD = 2.72, σ2 = 7.44). The descriptive statistics for the ACEs are displayed in
Table 3. The majority of participants, 46, had experienced one or more ACEs. The three most
popular ACE scores were 0, 1, and 2. The three ACE scores that had been experienced the least
were 8, 9, and 10. The overall number and percentage for each ACE score are displayed in Table
3 and Figure 2.
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Table 3
ACEs Participant Scores
ACE Score

f

0
1
2
3
4
5
6
7
8
9
10

% of Total

14
8
10
5
3
6
6
5
1
1
1

23.3
13.3
16.7
8.3
5.0
10.0
10.0
8.3
1.7
1.7
1.7

Figure 2
Overall Number of ACE Scores (N = 60)
16
14
12

Frequency

10
8
6
4
2
0
0

1

2

3

4

5

6

Overall ACE Scores

7

8

9

10
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Posttraumatic Stress
Just as participants’ experience with ACEs varied, so did their PTSD score. The mean of
the reported posttraumatic stress survey scores is 24.70 (SD = 24.53, σ2 = 601.67). As we
previously discussed, 14 participants reported never experiencing an ACE. Thirteen participants
reported a posttraumatic score of 0. The other 45 participants’ scores ranged from 0 to 74. The
overall number and percentage for each PTSD score are displayed in Figure 3. Appendix E has a
further display of the overall number and percentage for each PTSD score.
Figure 3
Overall Number of PTSD Scores (N = 60)
14
12

Frequency
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8
6
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2
0
0
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6
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Overall PTSD Scores

School Attendance
The school attendance survey was divided into three questions. Was school attendance an
issue at the same time the traumatic event(s) occurred? Was school attendance an issue after the
traumatic event(s) occurred? Did school attendance continue to be an issue? For the majority of
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participants, school attendance was never an issue. Thirteen participants responded that school
attendance was an issue at the same time the traumatic event(s) occurred. Fourteen participants
responded that school attendance was an issue after the traumatic event(s) occurred. Thirteen
participants responded that school attendance continued to be an issue. The overall number and
percentage for each school attendance question are displayed in Tables 4–6 and Figures 4–6.
Table 4
School Attendance Same Time
School Attendance

f

% of Total

Y

13

21.7

N

47

78.3

Figure 4
School Attendance Same Time (N = 60)
50
45
40

Frequency

35
30
25
20
15
10
5
0
Y

N

Overall Responses
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Table 5
School Attendance After
School Attendance

f

% of Total

Y

14

23.3

N

46

76.7

Figure 5
School Attendance After (N = 60)
50
45
40

Frequency

35

30
25

20
15
10
5
0
Y

N

Overall Responses
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Table 6
School Attendance Continued
School Attendance

f

% of Total

Y

13

21.7

N

47

78.3

Figure 6
School Attendance Continued (N = 60)
50
45
40

Frequency

35
30
25
20
15
10
5
0
Y

N

Overall Responses

Data Analysis and Evaluation of Research Questions and Hypotheses
The following sections contain the statistical results previously described to determine
the answer to the two research questions. Is there a relationship between trauma and
posttraumatic stress on school attendance? Which ACE score and PTSD score impacted school
attendance the most? This section will also discuss the normality tests that were run to support
the use of the analysis and the outcome.
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RQ1: Relationship Between Trauma and Posttraumatic Stress on School Attendance
It was hypothesized that there is a significant relationship between ACEs and
posttraumatic stress on school attendance. A multiple regression test was run to confirm this
hypothesis. Prior to conducting the analysis, the variables were analyzed to ensure the ability to
run the regression test. As previously stated, 60 participants completed all surveys. There was
not any missing data. The following section gives the results broken into the same three
categories as the school attendance survey. Model 1 provides the results for how ACE score and
PTSD score impacted school attendance at the same time the trauma occurred. Model 2 provides
the results for how ACE score and PTSD score impacted school attendance right after the trauma
occurred. Model 3 provides the results for how ACE score and PTSD score impacted continuing
issues with school attendance.
RQ1 Model 1 Assumptions. Since the participant sample was 60, this met the
assumption of a sufficient “n” for all analyses. Since school attendance is a nominal or
categorical variable, it was coded as 0 for no and 1 for yes to run through SPSS (Frost, 2019).
This satisfies the assumption that the dependent variable must be continuous. Since there are two
independent variables, this satisfies the assumption of two or more independent variables (Laerd
Statistics, n.d.). The results show a correlation of .71 between the two independent variables.
Multicollinearity is a concern above .7. However, the tolerance was .50 and variance inflation
factor (VIF) was 2. Both of those numbers do not suggest a high possibility of multicollinearity
as the tolerance was above .10 and the VIF was below 10.
Normality is assumed in the histograms and the regression models. This means the graphs
are evenly distributed and do not have the presence of outliers. The scatterplots should show
linearity, meaning, the ability to see a straight line (Pallant, 2020). The Mahalanobis distance
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maximum was 9.417, which was below the critical value of 13.82. This indicates that there were
no residuals. The Cook’s distance maximum was .173, which was less than the critical value of
greater than 1. The Mahalanobis distance and Cook’s distance results prove normality. The
scatterplot was also visually inspected and showed a linear relationship. The descriptive statistics
for Model 1 variables are displayed in Table 7. While the data was slightly skewed, it was still
within the range for normality purposes. This satisfies the assumptions for this regression Model
1.
Table 7
Model 1 Descriptive Statistics and Correlations
Variable

M

SD

Skewness

SE

Kurtosis

SE

SST

PTSD

ACE

School Same
Time

.22

.415

1.411

.309

-.01

.608

-

.52*

.41*

PTSD Score

24.70

24.53

.593

.309

-1.10

.608

.52*

-

.71*

ACE Score

3.05

2.73

.604

.309

-.679

.608

.41*

.71*

-

Note. (N = 60) *p < .01 (one-tailed)
Regression Model 1. The hypothesis for this research question was that there would be a
significant relationship between school attendance, ACEs, and PTSD. The data supports the
rejection of the null hypothesis. This means the alternative hypothesis was accepted. This proves
there was a significant relationship between PTSD score and ACE score, F(2, 57) = 10.681, p <
.001 on school attendance during the same time the traumatic event occurs. The PTSD score (b
=. 459, p < .001) had more of an impact on school attendance during the same time as the
traumatic event occurred than the ACE score (b = .084, p < .001). These variables have a 27.3%
(R2 = .273) impact on school attendance. Table 8 provides the results of the ANOVA test.
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Table 8
Model 1 ANOVA
Variable
Between
Groups
Within Groups
Total

SS
2.776

df
2

MS
1.388

7.407

57

.130

10.183

59

F
10.681

Sig.
< .001

RQ1 Model 2 Assumptions. Since the participant sample was 60, this met the
assumption of a sufficient “n” for all analyses. Since school attendance is a nominal or
categorical variable, it was coded as 0 for no and 1 for yes to run through SPSS (Frost, 2019).
This satisfies the assumption that the dependent variable must be continuous. Since there are two
independent variables, this satisfies the assumption of two or more independent variables (Laerd
Statistics, n.d.). The results show a correlation of .71 between the two independent variables.
Multicollinearity is a concern above .7. However, the tolerance was .50 and variance inflation
factor (VIF) was 2. Both of those numbers do not suggest a high possibility of multicollinearity
as the tolerance was above .10 and the VIF was below 10.
Normality is assumed in the histograms and the regression models. This means the graphs
were evenly distributed and did not have the presence of outliers. The scatterplots should show
linearity, meaning the ability to see a straight line (Pallant, 2020). The Mahalanobis distance
maximum was 9.417, which was below the critical value of 13.82. This indicates that there were
no residuals. The Cook’s distance maximum was .173, which was less than the critical value of
greater than 1. The Mahalanobis distance and Cook’s distance results prove normality. The
scatterplot was also visually inspected and showed a linear relationship. The descriptive statistics
for Model 2 variables are displayed in Table 9. While the data was slightly skewed, it was still
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within the range for normality purposes. This satisfies the assumptions for this regression Model
2.
Table 9
Model 2 Descriptive Statistics and Correlations
Variable

M

SD

Skewness

SE

Kurtosis

SE

SA

PTSD

ACE

School After

.23

.427

1.294

.309

-.339

.608

-

.63*

.47*

PTSD Score

24.70

24.53

.593

.309

-1.10

.608

.63*

-

.71*

ACE Score

3.05

2.73

.604

.309

-.679

.608

.47*

.71*

-

Note. (N = 60) *p < .01 (one-tailed)
Regression Model 2. The hypothesis for this research question was that there would be a
significant relationship between school attendance, ACEs, and PTSD. The data supports the
rejection of the null hypothesis. This means the alternative hypothesis was accepted. This proves
there was a significant relationship between PTSD score and ACE score, F(2, 57) = 19.208, p <
.001 on school attendance after the traumatic event occurred. The PTSD score (b = .603, p <
.001) had more of an impact on school attendance during the same time as the traumatic event
occurred than the ACE score (b = .044, p < .001). These variables have a 40.3% (R2 = .403)
change in school attendance. Table 10 provides the results of the ANOVA test.
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Table 10
Model 2 ANOVA
Variable
Between
Groups
Within Groups
Total

SS

df

MS

F

Sig.

4.321

2

2.161

19.208

< .001

6.412

57

.112

10.733

59

RQ1 Model 3 Assumptions. Since the participant sample was 60, this met the
assumption of a sufficient “n” for all analyses. Since school attendance is a nominal or
categorical variable, it was coded as 0 for no and 1 for yes to run through SPSS (Frost, 2019).
This satisfies the assumption that the dependent variable must be continuous. Since there are two
independent variables, this satisfies the assumption of two or more independent variables (Laerd
Statistics, n.d.). The results show a correlation of .71 between the two independent variables.
Multicollinearity is a concern above .7. However, the tolerance was .50 and variance inflation
factor (VIF) was 2. Both of those numbers did not suggest a high possibility of multicollinearity
as the tolerance was above .10 and the VIF was below 10.
Normality is assumed in the histograms and the regression models. This means the graphs
are evenly distributed and do not have the presence of outliers. The scatterplots should show
linearity, meaning the ability to see a straight line (Pallant, 2020). The Mahalanobis distance
maximum was 9.417, which was below the critical value of 13.82. This indicates that there were
no residuals. The Cook’s distance maximum was .173, which was less than the critical value of
greater than 1. The Mahalanobis distance and Cook’s distance results prove normality. The
scatterplot was also visually inspected and showed a linear relationship. The descriptive statistics
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for Model 3 variables are displayed in Table 11. While the data was slightly skewed, it was still
within the range for normality purposes. This satisfies the assumptions for this regression Model
1.
Table 11
Model 3 Descriptive Statistics and Correlations
Variable
School Continue

M

SD

Skewness

SE

Kurtosis

SE

SC

PTSD

ACE

.22

.415

1.411

.309

-.011

.608

-

.48*

.41*

PTSD Score

24.70

24.53

.593

.309

-1.10

.608

.48*

-

.71*

ACE Score

3.05

2.73

.604

.309

-.679

.608

.41*

.71*

-

Note. *p < .01 (one-tailed)
Regression Model 3. The hypothesis for this research question was that there would be a
significant relationship between school attendance, ACEs, and PTSD. The data supports the
rejection of the null hypothesis. This means the alternative hypothesis was accepted. This proves
there was a significant relationship between PTSD score and ACE score F(2, 57) = 8.90, p <
.001 on school attendance continuing to be an issue. The PTSD score (b = .376, p < .001) had
more of an impact on school attendance during the same time as the traumatic event occurred
than the ACE score (b = .143, p < .001). These variables have a 23.8% (R2 = .238) change in
school attendance. Table 12 provides the results of the ANOVA test.
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Table 12
Model 3 ANOVA
Variable
Between
Groups
Within Groups
Total

SS
2.422

df
2

MS
1.211

7.761

57

.136

10.183

59

F
8.895

Sig.
< .001

RQ2: Scores That Impacted School Attendance the Most
It was hypothesized that ACEs and posttraumatic stress would impact school attendance.
A two-way ANOVA test was run to confirm this hypothesis. Prior to conducting the analysis, the
variables were analyzed to ensure the ability to run the two-way ANOVA test. As previously
stated, 60 participants completed all surveys. There was not any missing data. The following
section gives the results broken into the same three categories as the school attendance survey.
Model 1 provides the results for how ACE score and PTSD score impacted school attendance at
the same time the trauma occurred. Model 2 provides the results for how ACE score and PTSD
score impacted school attendance right after the trauma occurred. Model 3 provides the results
for how ACE score and PTSD score impacted continuing issues with school attendance.
RQ2 Model 1 Assumptions. The assumptions for the two-way ANOVA are included in
this section. Since the participant sample was 60, this met the assumption of a sufficient “n” for
all analyses. Since school attendance is a nominal or categorical variable, it was coded as 0 for
no and 1 for yes to run through SPSS (Frost, 2019). This satisfies the assumption that the
dependent variable must be continuous. The two independent variables, ACE score and PTSD
score, contain two or more categorical groups. For the ANOVA and post hoc Tukey test, the
PTSD scores were lumped into groups of 0–15, 16–32, 33–49, 50–66, and 67–80. The Levene
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statistic was greater than .05 (M = 3.719, Mdn = 2.617). This means there was not a difference in
variances, and the assumption of equality of error was met. Table 13 provides the descriptive
statistic results. Table 14 provides the results of the Levene test.
Table 13
RQ2 Model 1 Descriptive Statistics
Variable

ACE

n

M

SD

PTSD 0–15

0
1
2
3
4
6
7

14
5
5
2
1
1
1

.07
.00
.00
.00
1.00
.00
.00

.267
.000
.000
.000
-

PTSD 16–32

1
2
3
7

2
2
1
2

.00
.00
.00
.50

.000
.000
.707

PTSD 33–49

2
3
5
6
7
9

3
1
2
1
1
1

.00
1.00
.00
.00
.00
.00

.000
.000
-

PTSD 50–66

3
4
5
6
7
10

1
1
1
2
1
1

1.00
.00
1.00
1.00
1.00
1.00

.000
-

PTSD 67–80

5
6
8

2
2
1

1.00
.50
.00

.000
.707
-

Note. (N = 60)
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Table 14
Model 1 Levene’s Test of Equality of Error Variances
Variable
School Same Time

Levene

df1

df2

Sig.

Mean

3.719

11

31

.002

Median

2.617

11

31

.017

Two-Way ANOVA Model 1. The results of the two-way ANOVA on how PTSD scores
and ACE scores impacted attendance at the same time as the traumatic event occurred show a
significant value of .05 or less for the PTSD_Group (p = .002) and PTSD_Group*ACEsscore (p
= .001). The interaction effect was as follows: F(11,31) = 4.048, p = .001, partial n2 = .590,
observed power = .989. See Table 15 for more results. This effect shows there was a significant
interaction between the independent variables. The results show a significant main effect on the
PTSD group scores. There was sufficient evidence to reject the null hypothesis and accept the
alternative hypothesis. PTSD scores impact school attendance during the traumatic event. Since
there were not at least two participant scores in every ACE score, the post hoc Tukey test could
not be run on that variable. The results show that the PTSD score has more of an impact on
school attendance than the ACE score. The post hoc Tukey test results show a significant value
of below .05 between PTSD score Group 1 (0–15) and Group 4 (50–66); Group 1 (0–15) and
Group 5 (67–80); Group 2 (16–32) and Group 4 (50–66); Group 2 (16–32) and Group 5 (67–80);
Group 3 (33–49) and Group 4 (50–66); Group 3 (33–49) and Group 5 (67–80). Table 16 shows
the results of the Tukey test.
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Table 15
Model 1 Tests of Between-Subjects Effect
Variable

SS

df

MS

F

Sig.

Partial
Eta2

Noncent Observed
Parameter
Power

PTSD_Group
ACEsscore

1.388
1.123

4
10

.347
.112

5.578
1.805

.002
.101

.419
.368

22.314
18.052

.956
.714

PTSD_Group*ACEsscore

2.771

11

.252

4.048

.001

.590

44.533

.989

Error

1.929

31

.062

Total

13.00

57

Note. a. R Squared = .808 (Adjusted R Squared = .653); b. Computed using alpha = .05
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Table 16
Model 1 Post Hoc Tukey Test Results
PTSD_Group

PTSD_Group

Mean Difference

SE

S

1

2
3
4
5

-.07
-.04
-.79*
-.53*

.105
.095
.105
.121

.954
.992
< .001
.001

2

1
3
4
5

.07
.03
-.71*
-.46*

.105
.126
.133
.146

.954
.999
< .001
.029

3

1
2
4
5

.04
-.03
-.75*
-.49*

.095
.126
.126
.139

.992
.999
< .001
.011

4

1
2
3
5

.79*
.71*
.75*
.26

.105
.133
.126
.146

< .001
< .001
< .001
.414

5

1
.53*
.121
2
.46*
.146
3
.49*
.139
4
-.26
.146
Note. Based on observed means. The error term is Mean Square (Error) .062.

.001
.029
.011
.414

*The mean difference is significant at the .05 level.
RQ2 Model 2 Assumptions. The assumptions for the two-way ANOVA are included in
this section. Since the participant sample was 60, this met the assumption of a sufficient “n” for
all analyses. Since school attendance is a nominal or categorical variable, it was coded as 0 for
no and 1 for yes to run through SPSS (Frost, 2019). This satisfies the assumption that the
dependent variable must be continuous. The two independent variables, ACE score and PTSD
score, contain two or more categorical groups. For the ANOVA and post hoc Tukey test, the
PTSD scores were lumped into groups of 0–15, 16–32, 33–49, 50–66, and 67–80. The Levene
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statistic is greater than .05 (M = 14.879, Mdn = 4.678). This means there was not a difference in
variances, and the assumption of equality of error was met. Table 17 provides more information
on the descriptive statistics. Table 18 provides more insight into the results of the Levene test.
Table 17
Model 2 Descriptive Statistics (N = 60)
Variable

ACE

n

M

SD

PTSD 0–15

0
1
2
3
4
6
7

14
5
5
2
1
1
1

.00
.00
.20
.00
.00
.00
.00

.000
.000
.447
.000
-

PTSD 16–32

1
2
3
7

2
2
1
2

.00
.00
.00
.50

.000
.000
.707

PTSD 33–49

2
3
5
6
7
9

3
1
2
1
1
1

.00
1.00
.50
.00
.00
.00

.000
.707
-

PTSD 50–66

3
4
5
6
7
10

1
1
1
2
1
1

1.00
.00
1.00
1.00
1.00
1.00

.000
-

PTSD 67–80

5
6
8

2
2
1

1.00
.50
.00

.000
.707
-
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Table 18
Model 2 Levene’s Test of Equality of Error Variances
Variable
School After

Levene

df1

df2

Sig.

Mean

14.873

11

31

< .001

Median

4.678

11

31

< .001

Two-Way ANOVA Model 2. The results of the two-way ANOVA on how PSTD scores
and ACE scores impacted attendance at the same time as the traumatic event occurred show a
significant value of .05 or less for the PTSD_Group (p = .002). However, unlike the previous
test, PTSD_Group*ACEsscore (p = .092) does not have a significant interaction. The interaction
effect is as follows: F(11,31) = 1.828, p = .092 partial n2 = .394, observed power = .744. This
effect shows there was not a significant interaction between the independent variables. The
results show a significant main effect on the PTSD group scores. There was insufficient evidence
to reject the null hypothesis. ACE score and PTSD score combined did not have a significant
effect on school attendance right after the traumatic event. However, there was a significant
impact on PTSD scores on school attendance right after the traumatic event. This means a post
hoc Tukey test could be run on the PTSD scores. The post hoc Tukey test results show a
significant value of below .05 between PTSD score Group 1 (0–15) and Group 4 (50–66); Group
1 (0–15) and Group 5 (67–80); Group 2 (16–32) and Group 4 (50–66); Group 3 (33–49) and
Group 4 (50–66). Table 19 shows the results of the between-subject effect. Table 20 shows the
results of the Tukey test.
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Table 19
Model 2 Tests of Between-Subjects Effect
Variable

SS

df

MS

F

Sig.

Partial
Eta2

Noncent Observed
Parameter
Power

PTSD_Group
ACEsscore

1.630
1.540

4
10

.408
.154

5.493
2.075

.002
.059

.415
.401

21.972
20.753

.953
.786

PTSD_Group*ACEsscore

1.492

11

.136

1.828

.092

.394

20.113

.744

Error

1.929

31

.062

Total

13.00

57

Note. a. R Squared = .771 (Adjusted R Squared = .586); b. Computed using alpha = .05
Table 20
Model 2 Post Hoc Tukey Test Results
PTSD_Group
1

2

3

4

5

PTSD_Group
2
3
4
5
1
3
4
5
1
2
4
5
1
2
3
5
1
2
3
4

Mean Difference
-.11
-.19
-.82*
-.57*
.11
.08
-.71*
-.46
.19
-.03
-.63*
-.38
.82*
.71*
.63*
.26
.57*
.46
.38
-.26

SE

S

.115
.104
.115
.132
.115
.137
.146
.159
.104
.126
.137
.152
.115
.146
.137
.159
.132
.159
.152
.159

.877
.388
< .001
.001
.877
.977
< .001
.053
.388
.999
< .001
.120
< .001
< .001
< .001
.501
.001
.053
.120
.501

Note. Based on observed means. The error term is Mean Square (Error) .74.
*The mean difference is significant at the .05 level.
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RQ2 Model 3 Assumptions. The assumptions for the two-way ANOVA are included in
this section. Since the participant sample was 60, this met the assumption of a sufficient “n” for
all analyses. Since school attendance is a nominal or categorical variable, it was coded as 0 for
no and 1 for yes to run through SPSS (Frost, 2019). This satisfies the assumption that the
dependent variable must be continuous. The two independent variables, ACE score and PTSD
score, contain two or more categorical groups. For the ANOVA and post hoc Tukey test, the
PTSD scores were lumped into groups of 0–15, 16–32, 33–49, 50–66, and 67–80. The Levene
statistic is greater than .05 (M = 17.444, Mdn = 5.702). This means there was not a difference in
variances, and the assumption of equality of error was met. Table 21 provides more information
on the descriptive statistics. Table 22 provides more insight into the results of the Levene test.
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Table 21
Model 3 Descriptive Statistics
Variable

ACE

n

M

SD

PTSD 0–15

0
1
2
3
4
6
7

14
5
5
2
1
1
1

.00
.00
.20
.00
1.00
.00
.00

.000
.000
.447
.000
-

PTSD 16–32

1
2
3
7

2
2
1
2

.00
.00
.00
.50

.000
.000
.707

PTSD 33–49

2
3
5
6
7
9
3
4
5
6
7
10

3
1
2
1
1
1
1
1
1
2
1
1

.00
1.00
.50
.00
.00
.00
1.00
.00
1.00
1.00
.00
1.00

.000
.707
.000
-

5
6
8

2
2
1

.50
.50
.00

.707
.707
-

PTSD 50–66

PTSD 67–80

Note. (N = 60)
Table 22
Model 3 Levene’s Test of Equality of Error Variances
Variable
School Continue

Levene

df1

df2

Sig.

Mean

17.444

11

31

< .001

Median

5.702

11

31

< .001
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Two-Way ANOVA Model 3. The results of the two-way ANOVA on how PTSD scores
and ACE scores impacted attendance at the same time as the traumatic event occurred show a
significant value of .05 or less for the PTSD_Group (p = .002) and PTSD_Group*ACEsscore (p
= .001). The interaction effect is as follows: F(11,31) = 2.902, p = .010, partial n2 = .507,
observed power = .936. This effect shows there was not a significant interaction between the
independent variables. There was insufficient evidence to reject the null hypothesis. ACE scores
and PTSD scores did not have a significant impact on school attendance issues continuing after
the traumatic event occurred. The post hoc Tukey test cannot be run since there was not a
significant interaction. Table 23 shows the results of the between-subject effect.
Table 23
Model 3 Tests of Between-Subjects Effect
Variable

SS

ds

MS

F

Sig.

Partial
Eta2

Noncent Observed
Parameter
Power

PTSD_Group
ACEsscore

.245
1.472

4
10

.061
.147

.679
1.629

.612
.144

.081
.345

2.715
16.294

.196
.659

PTSD_Group*ACEsscore

2.883

11

.262

2.902

.010

.507

31.917

.936

Error

2.800

31

.090

Total

12.00

57

Note. a. R Squared = .704 (Adjusted R Squared = .466); b. Computed using alpha = .05
Conclusion
Through these tests and analyses, one common theme was found. The majority of these
tests showed a significant impact on PTSD scores and school attendance. The regression models
showed a significant correlation between ACE scores, PTSD scores, and all school attendance
variables. The regression analysis predicts that ACEs and posttraumatic stress impacted school
attendance during, right after, and continued to be an issue, while the two-way ANOVA tests
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revealed only a significant interaction between ACE score, PTSD score, and school attendance
being an issue during the same time the traumatic events occurred. Overall, there was some
support that ACEs and posttraumatic stress have an impact on school attendance.
In the next section, I will discuss how these results can be applied to real life. I will also
discuss the limitations of this study and the foundations for future studies.
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Chapter 5: Discussion, Future Studies, and Recommendations
Chapter 4 discussed the analysis run, the results, and the impact on the hypotheses. The
regression models supported the theory that ACEs and posttraumatic stress can be predictors of
school attendance issues during, right after, and continuing after a traumatic event has occurred.
The two-way ANOVA models, however, only showed a significant impact on school attendance
issues during the traumatic event. It will be examined how these findings relate to previous
studies and how these findings can be applied to everyday life. Also, the limitations of this study
and the need for future studies will be addressed.
Summary of the Study
Truancy rates have remained consistently high over the past decade, especially in older
youth, despite best efforts over the past two decades to reduce truancy (Keppens & Spruyt, 2020;
Maynard et al., 2017). The purpose of this study was to examine the impact of trauma on truancy
in hopes that this study will increase awareness of trauma, trauma interventions, and trauma
training in the juvenile justice system within Sparkle County. Trauma affects the juvenile’s
ability to focus in school, academic performance, attendance, and mental and physical health
(Armfield et al., 2020; Johnson, 2018; Keppens & Spruyt, 2020; Komada, 2019; Kowalski,
2019; Pas et al., 2019). Trauma also increases the likelihood of involvement in the juvenile
system (Armfield et al., 2020; Crosby et al., 2017; Johnson, 2018; Keppens & Spruyt, 2020;
Komada, 2019; Kowalski, 2019; Mallet, 2016; Pas et al., 2019). Providing an array of
programming options to fit the needs of the family and the student involved in the juvenile office
should increase school attendance (Fondren et al., 2020; Ingul et al., 2019; Keppens & Spruyt,
2020; Komada, 2019; Kowalski, 2019; McIntyre et al., 2019; Yohannan & Carlson, 2019). This
study used the Adverse Childhood Experiences (ACEs) survey (see Appendix A; Felitti et al.,

57
1998; Struck et al., 2021), the posttraumatic stress survey (see Appendix B; Maja et al., 2021;
Modrowski & Kerig, 2019), and the school data survey (see Appendix C) to gain insight into the
types of trauma the parent experienced and the impact.
Discussion of Findings
The following sections will explain each research question and how they compare to
previous studies. This study looked at 60 participants’ experiences with ACEs, posttraumatic
stress, and school attendance. All 60 participants completed all surveys, so there was no missing
data. The descriptive statistics were very interesting as well. The mean ACE score was 3.05. This
means that, on average, the participants experienced three ACEs. The range of the posttraumatic
stress scores was 0 to 74. The mean of the PTSD scores was 24.70 out of 80. On average, the
participants experienced a quarter of the posttraumatic stress experience questions. However, the
majority of participants did not have school attendance issues.
Multiple Regression RQ1
This first analysis run was a multiple regression using the ACE score and PTSD score as
independent variables and school attendance as the dependent variable. The school attendance
variable had three different structures: during the traumatic event, right after the traumatic event,
and continuing after the traumatic event. Since the school attendance variable had three different
circumstances, the test was run three different times.
Regression Model 1 shows that there are predictors F(2, 57) = 10.681, p < .001 that ACE
scores and PTSD scores contributed to school attendance issues during the traumatic event. This
further supports the finding that the occurrence of the ACEs can be linked back to when the
problems with school began (Iachini et al., 2016). Regression Model 2 shows that there are
predictors F(2, 57) = 19.208, p < .001 that ACE scores and PTSD scores contributed to school
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attendance issues right after the traumatic event. Regression Model 3 shows that there are
predictors F(2, 57) = 8.90, p < .001 that ACE scores and PTSD scores contributed to school
attendance issues continuing after the traumatic event. ACE scores and PTSD scores had a
27.3% impact on school attendance during the traumatic event, a 40.3% impact on school
attendance right after the traumatic event, and a 23.8% impact on continuing school attendance
issues. This supports other findings that point to ACEs as a contributing factor to truancy
(Armfield et al., 2020; Crouch et al., 2019; Iachini et al., 2016; Ingul et al., 2019). ACE scores
have been associated with later in life health outcomes, unemployment, risky behavior, schoolrelated issues, delinquency, and recidivism (Craig et al., 2020; Crouch et al., 2019; Struck et al.,
2021). This study further supports that trauma affects the juvenile’s ability to focus in school,
academic performance, attendance, and mental and physical health (Armfield et al., 2020;
Johnson, 2018; Keppens & Spruyt, 2020; Komada, 2019; Kowalski, 2019; Pas et al., 2019). This
study also supports findings that the higher the ACE score, the higher the likelihood of truancy,
grade repeats, behavioral referrals, and problems with school engagement (Crouch et al., 2019).
This study also supports the need for a new symptom of “self-destructive or risky
behavior” to be added to the diagnosis of PTSD (Kerig, 2019, p. 1). Findings in Israel linked
elevated posttraumatic stress to risky behaviors (Kerig, 2019). A study conducted in the United
States showed similar results (Kerig, 2019). These risky behaviors can include drugs, criminal
activity, self-harm, and truancy. Without the addition of self-destructive or risky behavior, some
individuals may not be able to get the diagnosis of PTSD. This study supports that truancy can be
considered a self-destructive or risky behavior (Kerig, 2019, p. 1).
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Two-Way ANOVA RQ2
The ANOVA was run using the ACE score and PTSD score as independent variables and
school attendance as the dependent variable. The school attendance variable had three different
structures: during the traumatic event, right after the traumatic event, and continuing after the
traumatic event. Since the school attendance variable had three different circumstances, the test
was run three different times. For the ANOVA and post hoc Tukey test, the PTSD scores were
lumped into groups of 0–15, 16–32, 33–49, 50–66, and 67–80.
The two-way ANOVA Model 1 showed that ACE score and PTSD score had a
significant impact on school attendance (F = 4.048, p = .001) during the time the traumatic event
occurred. However, the other two ANOVA models showing school attendance issues right after
the event and continuing after the event did not show a significant impact. This supports Maja et
al. (2021), which stated that multiple research studies had shown a correlation between ACEs
and PTSD symptoms. Maja et al. (2021) also reported findings that there is a strong association
between exposure to trauma, PTSD, and decreased cognitive functioning.
These results further solidify that juveniles experience many factors that impede their
ability to go to school or focus while in school (Mallet, 2016). They also support Iachini et al.’s
(2016) findings that students with at least one ACE score reported truancy or school
disengagement occurred concurrently or right after the trauma was experienced. The wide range
of ACE scores (0–10) and PTSD scores (0–74) show the different experiences and the different
ways individuals internalize their trauma. Trauma responses range from acting out in class or not
participating to not attending school (Mallet, 2016). The differences in trauma responses are why
training for trauma-informed practices, including increasing awareness, recognizing signs and
symptoms, and forming policies and new practices, are very important (Champine et al., 2018).
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These practices must vary to meet the needs of the individuals. It is about forming the programs
to fit the individual, not making them fit within the program (Champine et al., 2018). All of this
is why childhood exposure to trauma events is gaining recognition as a public health crisis
(Branson et al., 2017).
Limitations and Future Research
While this study was able to support other findings, there were limitations. Some of these
limitations included a small population. While a sample size of 60 met the requirement of a
sufficient n, a larger sample size would provide greater insight into how these variables impact
each other. Also, the population was parents of juveniles who were on the probation unit
caseload during the 2021–2022 school year. This narrowed the population greatly. Future
research should expand from this population. Expanding the population would allow for a greater
understanding of different backgrounds, ages, lifestyles, experiences, and cultures.
Finally, this study was limited to the self-reported data on topics in the three surveys.
This study consisted of self-reported data, which could include participant bias. The ACEs
survey, as previously discussed, is a self-reported yes or no survey focusing on 10 traumatic
experiences prior to the age of 18. The survey does not discuss how often the events were
experienced, how they were internalized by the individual, or at what age the events were
experienced. The ACEs survey is also limited to 10 adverse experiences (Craig et al., 2020;
Crouch et al., 2019; Iachini et al., 2016; Komada, 2019; Kowalski, 2019; Maja et al., 2021;
Struck et al., 2021; Tsehay et al., 2020). Future studies should look into screening tools that
include a wide range of traumatic experiences and responses. Future research should evaluate the
relationship between ACEs, programming, and recidivism (Kowalski, 2019). Feierman and Ford
(2016) encouraged future studies in a variety of juvenile justice settings to provide court staff
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and others involved in the justice system with how to respond to traumatized youth more
effectively.
Implications
This study further supports existing data on the increasing need to understand trauma and
its impact on children, teens, and adults (Branson et al., 2017). Without proper trauma training
and programming, a child can be further traumatized unknowingly (Kowalski, 2019; McMahon
& Pederson, 2020; van der Put, 2020). Schools, the judicial system, and communities need to
look over their policies, programming, and procedures to ensure they include trauma and PTSD
protocol. Trauma-informed care goes beyond knowledge to include practices, such as ensuring a
sense of safety and reviewing policies and procedures (Branson et al., 2017). It is extremely
important for children to feel safe, as their sense of safety is determined by the perceived safety
with whom they are closest (National Child Traumatic Stress Network, n.d.). A restorative
justice approach, including diversion programs, can be formatted in a variety of ways to meet the
needs of the family and community that develop mutually agreeable resolutions (Peguero et al.,
2018).
Within communities, there needs to be increased reporting, assessments, awareness,
training, and interventions (Keppens & Spruyt, 2020; Komada, 2019; Kowalski, 2019). There is
a great need for effective juvenile diversion and early interventions for families and juveniles
(Feierman & Ford, 2016). Interventions that address the whole family promote healthy
relationships, better communication, and better conflict resolution skills (Williams, 2019). The
use of the risk–need–responsivity model shows the impact of trauma, as ACEs may present as a
need to be addressed through programming (Kowalski, 2019). Sander et al. (2010) further
confirmed that “the simple task of asking what the parents or juvenile offender need to be
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successful, and listening to their responses, both empowers an underprivileged group and builds
social connections” (Sander et al., 2010, p. 311). Diversion programs or preventative services for
youth who have experienced trauma could decrease their justice system interaction and their
need for services in the future (Kowalski, 2019). Simply shifting the question of what is wrong
with the individual to what happened to the individual decreases negativity and opens a
conversation about what individuals need to heal (Forkey & Conn, 2018).
School is where juveniles spend most of their time outside of the home. Therefore, school
interventions are critical in providing resources and programming options that prevent further
traumatizing the student (Iachini et al., 2016; Peguero et al., 2018). Schools should implement
trauma practices or interventions that align with the school’s norms and practices (McIntyre et
al., 2019). These practices or interventions should range from helping the individual student’s
needs, the families’ needs, and school-wide needs (Crosby et al., 2017; Parker & Hodgson, 2020;
Pas et al., 2019; Peguero et al., 2018). School staff should be looking at early warning indicators,
such as trauma symptoms and disciplinary actions (Nichols et al., 2016; Thayer et al., 2018).
Staff development training is key for helping school staff and the juvenile office personnel
understand symptoms of trauma and the different ways students respond to trauma (Ingul et al.,
2019; McIntyre et al., 2019).
School interventions are shown to reduce trauma responses such as truancy, disruptive
behavior, school disengagement, and increase school connectedness, school engagement, and
attendance (Crosby et al., 2017; Nichols et al., 2016; Parker & Hodgson, 2020; Pas et al., 2019;
Stokes & Brunzell, 2019; Thayer et al., 2018; Yohannan & Carlson, 2019). Developing programs
to be trauma-informed can be fairly easy. There are several evidence-based programs with
reviews and resources in research databases (Champine et al., 2018). Also, to adapt a program to
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trauma-informed, an organization can look at the risks and needs of those they serve and use that
information to make changes to their daily curriculum to focus more on the community’s needs
(Champine et al., 2018).
Trauma may be a generational cycle (Forkey & Conn, 2018). Helping parents understand
that the actions of their parents were not their fault but that their actions may be negatively
impacting their children (Forkey & Conn, 2018). These conversations with parents may
empower them to seek resources and change their behaviors (Forkey & Conn, 2018). Enabling
routines, increasing a child’s sense of safety, and learning self-regulation strategies are small
steps in increasing resiliency and decreasing further traumatization (Forkey & Conn, 2018;
Gardner & Stephens-Pisecco, 2019). Family beliefs, values, attitudes, and role modeling greatly
impact others within that family. Teaching families how to react to negative experiences to
promote positive outcomes for the whole family will help the children react in much the same
way throughout their life (Champine et al., 2018). Practices serving the individual and the whole
family are key to ending the generational cycle of trauma (Champine et al., 2018).
Chapter Summary
This chapter addressed this study’s results in comparison with previous studies. It also
examined limitations and implications for future studies. Lastly, this chapter discussed ways
organizations, communities, and families could apply this research. However, more research
needs to be done. So, I will leave you with a question. How will you help your community and
the next generations?
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Appendix A: Adverse Childhood Experiences Survey
1. Did a parent or other adult in the household often or very often …
Swear at you, insult you, put you down, or humiliate you? or Act in a way that
made you afraid that you might be physically hurt?
2. Did a parent or other adult in the household often or very often … Push, grab,
slap, or throw something at you? or Ever hit you so hard that you had marks or
were injured?
3. Have you ever experienced sexual abuse? (For example, has anyone touched you
or asked you to touch that person in a way that was unwanted or made you feel
uncomfortable, or has anyone ever attempted or actually had oral, anal, or vaginal
sex with you)?
4. Did you often or very often feel that … No one in your family loved you or
thought you were important or special? or Your family didn’t look out for each
other, feel close to each other, or support each other?
5. Did you often or very often feel that … You didn’t have enough to eat, had to
wear dirty clothes, and had no one to protect you? or Your parents were too drunk
or high to take care of you or take you to the doctor if you needed it?
6. Were your parents ever separated or divorced?
7. Was there domestic violence in the home: Someone was often or very often
pushed, grabbed, slapped, or had something thrown or sometimes, often, or very
often kicked, bitten, hit with a fist, or hit with something hard? or Ever repeatedly
hit at least a few minutes or threatened with a gun or knife?
8. Did you live with anyone who was a problem drinker or alcoholic or who used
street drugs?
9. Was a household member depressed or mentally ill, or did a household member
attempt suicide?
10. Did a household member go to jail or prison?
If you said yes to one of the previous 10 questions, which event(s) impacted you the
most? Please put the question number in the box.
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Appendix B: Posttraumatic Stress Survey
After the traumatic
event(s), how much were
you bothered by:
Repeated, disturbing, and
unwanted memories of the
stressful experience?
Repeated, disturbing
dreams of the stressful
experience?
Suddenly feeling or acting
as if the stressful
experience were actually
happening again (as if you
were actually back there
reliving it)?
Feeling very upset when
something reminded you
of the stressful
experience?
Having strong physical
reactions when something
reminded you of the
stressful experience (for
example, heart pounding,
trouble breathing,
sweating)?
Avoiding memories,
thoughts, or feelings
related to the stressful
experience?
Avoiding external
reminders of the stressful
experience (for example,
people, places,
conversations, activities,
objects, or situations)?

0–Not at
all

1–A little
2–
bit
Moderately

3–Quite
a bit

4–
Extremely
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Trouble remembering
important parts of the
stressful experience?
Having strong negative
beliefs about yourself,
other people, or the world
(for example, having
thoughts such as I am bad,
there is something
seriously wrong with me,
no one can be trusted, the
world is completely
dangerous)?
Blaming yourself or
someone else for the
stressful experience or
what happened after it?
Having strong negative
feelings such as fear,
horror, anger, guilt, or
shame?
Loss of interest in
activities that you used to
enjoy?
Feeling distant or cut off
from other people?
Trouble experiencing
positive feelings (for
example, being unable to
feel happiness or have
loving feelings for people
close to you)?
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Irritable behavior, angry
outbursts, or acting
aggressively?
Taking too many risks or
doing things that could
cause you harm?
Being “super alert” or
watchful or on guard?
Feeling jumpy or easily
startled?
Having difficulty
concentrating?
Trouble falling or staying
asleep?
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Appendix C: School Data Survey

Question:
Did school attendance
become an issue at the same
time the traumatic event(s)
occurred?
Did school attendance
become an issue after the
traumatic event(s) occurred?

Has school attendance
continued to be an issue?

Yes

No
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Appendix D: IRB Approval
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Appendix E: PTSD Participant Score
PTSD Score
0
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41

f
13
1
2
2
0
3
2
2
1
0
0
2
0
1
0
0
2
0
0
0
0
0
3
1
0
0
0
0
0
0
1
1
1
0
1
1
0
1
0
0
2
1

Percent of Total
21.7
1.7
3.3
3.3
0.0
5.0
3.3
3.3
1.7
0.0
0.0
3.3
0.0
1.7
0.0
0.0
3.3
0.0
0.0
0.0
0.0
0.0
5.0
1.7
0.0
0.0
0.0
0.0
0.0
0.0
1.7
1.7
1.7
0.0
1.7
1.7
0.0
1.7
0.0
0.0
3.3
1.7
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42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75
76
77
78
79
80

0
1
0
1
0
1
0
0
0
1
1
0
1
1
0
0
1
0
0
0
0
1
0
1
0
1
4
0
0
0
0
0
1
0
0
0
0
0
0

0.0
1.7
0.0
1.7
0.0
1.7
0.0
0.0
0.0
1.7
1.7
0.0
1.7
1.7
0.0
0.0
1.7
0.0
0.0
0.0
0.0
1.7
0.0
1.7
0.0
1.7
6.7
0.0
0.0
0.0
0.0
0.0
1.7
0.0
0.0
0.0
0.0
0.0
0.0

